Abstract This integrative review was conducted to present results of the use of recommended criteria to evaluate faith-based weight management interventions (WMIs) that target African American women. This group experiences the highest prevalence of adult obesity in the US when compared to other ethnic groups. ''Best practice'' WMIs can help to alleviate obesity. Faith-based interventions hold promise for helping to address the problem of obesity in African American women since a significant portion of these persons views the church as a trusted entity that advocates for their well-being. No systematic evaluation of faith-based WMIs has been reported even though there is an ongoing plea for the need for better evaluation of health interventions that prioritizes comprehensive description of their attributes (e.g., linkage to theory, interventionists' background, and dosage) to enable replication and a broader assessment of their validity to include appropriateness and feasibility). Critique criteria were applied to faith-based WMIs (n = 5) that target African American women. Findings highlighted the need for increased disclosure about the (1) interventionists' background, (2) intervention's location within the church setting, and (3) nature of any ''pre-intervention'' treatment. The review also indicated the need for interventions that are (1) designed from robust research methodologies (effectiveness) that include randomization of both church setting and participants, (2) deemed appropriate from the perspective of African American women targeted, and (3) are financially feasible-without steep participant incentives/implementation costs that compromise internal validity and any positive outcomes generated.
Introduction
African American women have the highest prevalence of adult obesity in the USA (US) when compared to other ethnic groups (James et al. 2012; Mawunyo and Tovin 2010) . Weight management ''best practices'' can help to alleviate obesity as a national health priority (Healthy People 2020 [HP 2020 [HP ] 2013 ). Weight management is a multifactorial process (influenced by behavioral, cultural, emotional, and social forces) that is used to regulate body mass (Chugh et al. 2013 ; Thompson et al. 2008) . Therefore, weight management is the focus of a number of health promotion interventions: active components that affect behavioral processes (i.e., cognition, emotion, and motivation) and advance the translation of research into improved disease prevention and treatment (Capers et al. 2011; Werch et al. 2006) . Interventions can be communicated, transferred, and implemented across populations and settings leading to better health for African American women who are at risk for obesity and overweight (Donovan et al. 2009 ). Obesity is defined as body mass index (BMI) C30, and its precursor, overweight, is classified as BMI of C25 (Chang et al. 2012) .
Common weight management interventions (WMIs) that target African American women are faith based (includes religious doctrine and/or located in a religious institution) since a significant portion of these persons views the church as a trusted entity that advocates for congregants' overall well-being (Cowart et al. 2010; Duru et al. 2010; Wilcox et al. 2007 ). African American women attend church more often than either men or other ethnic populations (Robinson and Wicks 2012) . In addition, more than 87 % of all African Americans claim to belong to a particular religious group and 53 % report attending weekly religious service (Seal et al. 2013) . Still, little is known about best practices that underpin and position faith-based WMIs for successful implementation (Kaplan et al. 2006) .
No systematic evaluation of faith-based WMIs has been reported in peer-reviewed literature even though there is a continued call for markedly improved evaluation of health interventions (Conn 2007; Evans 2003) . Conn (2007) pleads for better description of interventions that aid in their replication and Evans (2003) advocates for enhanced evaluation based on hierarchies of evidence that include effectiveness, appropriateness, and feasibility. Intervention critique criteria posed by both Conn (2007) and Evans (2003) are used to address the aim of this paper.
Purpose
The purpose of this paper was to review faith-based WMIs that have been implemented with African American women. Objectives are to (1) describe key attributes of WMIs and (2) evaluate WMIs using recommended health intervention criteria (Conn 2007; Evans 2003 ). An integrative review of literature was used to allow for identification and analysis of published interventions (Burns and Grove 2009) . The review will result in a better understanding of practices used to engage African American women in culturally appropriate, evidence-based, strategies that help to lessen the current obesity epidemic in the USA.
Background
Obesity is the second leading cause of death in America as it also increases the risk of other prevalent health problems including diabetes, cardiovascular disease, hypertension, osteoarthritis, chronic obstructive sleep apnea, respiratory illness, poor female reproductive health, stress incontinence, and cancers (e.g., colon, endometrial, and breast) (Chugh et al. 2013) .
About of all women in the USA, age 20-74 years, are obese with the highest prevalence among African Americans (Williams et al. 2013) . Approximately 60 % of Black women are obese (Foley et al. 2012 ). This population experiences the highest rates of excess weight or BMI that exceed recommended levels (Centers for Disease Control and Prevention [CDC] 2013; Williams et al. 2013) . Therefore, it is critical that promising weight management strategies be evaluated and deemed suitable prior to use.
Church-based interventions were found to vary in design, participant characteristics, and implementation plan, even while attaining desired weight loss outcomes in a literature review conducted to examine their use with African Americans (Thompson et al. 2008) . The review's inclusion criteria included experimental/quasi-experimental designs, pilot studies, investigation of weight loss, and US publications between 1997 and 2008 (Thompson et al. 2008) . Faith-based interventions traditionally focus on physical activity versus actual changes in weight as the primary outcome of interest (Cowart et al. 2010; Duru et al. 2010; Wilcox et al. 2007 ). Yet, physical activity, alone, is not likely to predict obesity/overweight outcomes even though it is an important behavioral influence of weight management. WMIs that focus on actual healthy changes in weight and/or BMI were the focus of this review.
The African American church is known for its attention to the health needs of its congregants (Moore et al. 2012; Office of Faith-based and Neighborhood Partnerships 2013; Timmons 2009 ). Therefore, institutions of faith represent an ideal base for weight management programs that target African American women-since the church is typically viewed as a religious and social entity where direction about health concerns is also sought (Hatcher et al. 2008; Sbrocco et al. 2005; Williams et al. 2013) . Winett et al. (2007) reminds health program managers that socially mediated interventions delivered within settings, organizations, and social networks are the most effective in influencing health behavior. In this sense, churches represent a unique setting for delivery of health interventions and are the basis of this appraisal of weight management programs that target African American women.
Search Method and Outcome
Twenty-one intervention studies, published between 1998 and 2013, were identified through a literature search of electronic databases (Academic Search Complete, ATLA Religion Database with ALTA Serials, CINAHL Plus with full text, Health Source: Nursing/Academic Edition, MEDLINE, and MEDLINE with Full Text). The search was conducted between July and December of 2013 and generated five interventions that met inclusion criteria: (1) majority African American adult female study group, (2) healthy change in BMI or weight loss as a primary outcome variable, and (3) published in the USA. Search terms consisted of faith or church, programs or interventions, obesity or overweight, African American or Black, and women or female. The search was limited to the English language and peer-reviewed scholarly journals. A final sample of interventions is identified (see Table 1 ) and described (purpose, method, and sample) followed by specific evaluation components upon which they were judged.
Description of Faith-Based Weight Management Interventions
CSD CSD was designed to decrease body fat and BMI in African American women located in a large mid-western US city (Murrock and Gary 2010) . The quasi-experimental research designed intervention is guided by social cognitive theory to engage participants in physical activity through choreographed dance to gospel music. It includes measures (age, marital status, education, socioeconomic status, comorbidity, weight, height, body fat, BMI, and physical activity) at baseline and 8-and 18-week, post-enrollment. The intervention was implemented in 1 of 2 churches (with random assignment of intervention church) and with experimental group participants (n = 66) who were recruited as a convenience sample.
WORD-16
WORD-16 is a weight loss program, tested using a quasi-experimental research design, planned for a rural, southern population (Yeary et al. 2011 ). The intervention is an outgrowth of a diabetes prevention program and informed by social cognitive, social support, and network theory. WORD-16 consists of health education sessions that include faith and health, healthy eating, physical activity, behavioral strategies to achieve weight control, and overcoming barriers to change. Measures (BMI, demographics, dietary, physical activity, and psychosocial) were collected from participants (n = 26) who were selected by convenience from three churches.
WORD-8
WORD-8 is an earlier, shorter version of WORD-16 (8 vs. 16 weeks in length) that was implemented within a rural US region (Kim et al. 2008) . The intervention (quasi-experimental design) was developed based on focus group findings and concepts from transtheoretical, social cognitive, and social support theories. Intervention sessions engaged groups of 8-10 people in a learning module that focused on health behavior change/ barriers, importance of social support to goal outcomes, and healthy diet and physical activity. The intervention also included time for ''mingling,'' review of the previous week's topic(s), physical activity, Bible study about health and prayer, and measurements: anthropometrics (i.e., weight, height, waist and hip-circumference, and BMI) and health behavior (e.g., food intake and sociodemographics). Participants and churches were selected by convenience. (Williams et al. 2013) . FBAS was developed using a cluster randomized-trial research design with female congregants within a southeastern US church. Social cognitive theory was used to inform the GLB. The purpose of FBAS is to reduce initial weight (primary outcome) and increase recommended physical activity levels. Multi-level components of the intervention include organizational (e.g., podium announcements and health messages about FBAS), congregational (e.g., cooking demonstrations and invited speakers), and policy change (e.g., church guidelines about church function food menus and healthy choices in church vending machines). The ''core'' of the intervention includes strategies to reduce calories/dietary fat consumption, encouragement of physical activity, and behavioral modification followed by post-core sessions that expanded on the earlier week's assembly. Church health advisors (CHAs), who implemented the program, made monthly individual contact with participants during the intervention's core and post-core sessions to review their food/activity log and address barriers to lifestyle changes using a scripted motivational interviewing message. The intervention group consisted of participants (n = 372) (83.4 % African American women) who were conveniently selected from ten randomly assigned churches.
P-Heal
P-Heal is a weight loss program (education course) that prioritizes the use of peer leaders who share similar backgrounds as participants, weekly action plans, group feedback, and support to inspire change and self-management by participants (Goldfinger et al. 2008 ). P-HEAL was designed using a conceptual model based on research about barriers to weight loss found to be pertinent within the geographic region of Harlem, New York. The model includes the elements individual factors and social, medical, and physical environments identified through focus group findings and insights from program developers. Measures include BMI, changes in knowledge, attitudes, and behaviors. The intervention was tested using an 81 % female convenience sample (n = 26) recruited from 32 churches.
Intervention Evaluation Framework
Conn (2007) and Evans (2003) make strong arguments in their call for better evaluation of health interventions. Conn (2007) highlights the need for full disclosure of intervention components that range from identification of theoretical linkages to dosage (see Table 2 ).
Evans (2003) espouses a four-point continuum (excellent, good, fair, and poor) to assess interventions' effectiveness, appropriateness, and feasibility. Effectiveness is the degree to which an intervention works as intended. Only interventions rated as excellent/good are recommended for implementation. The epitome of effectiveness is demonstrated through multi-site randomized controlled trials (RCTs) since they offer the lowest risk of bias and the ability to generate findings from a wide range of populations and settings. Systematic review meta-analyses also offer the same source of excellent evidence-unlike single center trials that are only rated as ''good'' producers of information since they are susceptible to a greater level of bias.
Effectiveness can also be adequately assessed through observational studies when randomization is neither ethically nor legally possible (e.g., decrease in supplemental nutrition assistance program to test weight management outcomes). Observational research, as well as, single-site RCTs, and systematic reviews offer an adequate source of evidence (Evans 2003) . Interventionists are encouraged to consider this ''evidence hierarchy'' when shopping for WMIs-otherwise, it is virtually impossible to have confidence that any changes in outcomes are due to the intervention when using other types of evidence: non-randomized controlled trials, descriptive studies, and case studies (Evans 2003) . Still, a fundamental weakness of RCTs is that they are designed to help assess how an intervention performs ''in the lab'' versus in the real world:''…no matter how effective an intervention is, if it cannot be adequately implemented or is unacceptable to the consumer, its value is questionable'' (Evans 2003, p. 79) . Therefore, Evans (2003) recommends that interventions also be evaluated for appropriateness and feasibility since RCTs are unable to answer all of the questions needed for comprehensive appraisal.
Appropriateness is the perceived impact (especially psychological) of the intervention on participants (Evans 2003) . Its assessment helps one to understand one's level of satisfaction with the program. Although the use of RCTs, systematic reviews, and observational studies offers a comparatively higher level of evidence about appropriateness of interventions (Evans 2003) , qualitative methodologies (e.g., grounded theory and phenomenology) are also used to explore participants' subjective feelings. Qualitative studies are useful in uncovering vital information about the suitability of health programs from the perspective of the target group (e.g., African American women).
Feasibility is how the offering affects the sponsoring organization's capacity to successfully manage and sustain the intervention (Evans 2003) . For example, answers to the following questions offer vital insight about whether the intervention can or should be replicated in real-life situations: Is the program cost-effective relative to financial and human resources and/or is it compatible with the organization's and interventionist's goals and objectives? It is critical that interventions that engage persons, especially at-risk African American women, be practical, realistic, and affordable. Otherwise, they either languish ''on the shelf'' or result in wasted resources and disillusionment by interventionists and participants, alike. 
Results
This review revealed that WMI reports generally include information that both aids and compromises the ability to replicate and sustain them. Information found to be present and which fosters replication included adequate disclosure about the program's theoretical linkages, mode of delivery and setting, group or individual focus, and dosage. On the contrary, inadequate disclosure of program attributes included interventionist attributes, physical location, and any pre-intervention preparation of participants (Conn 2007 ) (see Table 3 ). The WMIs varied in the amount of information reported about effectiveness, appropriateness, and feasibility (Evans 2003) .
Description for Replication
Four WMIs (CSD, WORD-16, FBAS, and WORD-8) were based on social cognitive theory with the Kim et al. (2008) program (WORD-8) incorporating additional frameworks: transtheoretical and social support theory. Only the P-HEAL was guided by a ''built'' conceptual framework (vs. an already published theoretical model) that consisted of what is currently known about weight management. Report that interventionists were specifically trained to deliver the WMIs was common across all programs (Goldfinger et al. 2008; Kim et al. 2008; Murrock and Gary 2010; Williams et al. 2013; Yeary et al. 2011 ). Yet, the interventionists' exact specialty or career role was either minimally described or omitted altogether. Only the FBAS included the disciplines of the interventionists' used (nurses, pharmacists, respiratory therapists, health professional technologists, and medical doctor). Still, disclosure of the level of formal education attained by them was withheld (Williams et al. 2013) . Interventionists' methods of delivery were also identified in all program reports: educational instruction, return demonstration (e.g., dance and physical activity), and supplication to God through prayer, Bible study, and/or music. Instruction was the most consistent approach as it was dominant within 4 of 5 interventions: WORD-16, WORK-8, FBAS, and P-HEAL. Educational topics ranged from healthy cooking and portion sizes to calories and physical activity. The CSD intervention was delivered through dance demonstrations (Murrock and Gary 2010) .
While the church was clearly disclosed as the setting within which all of the WMIs were delivered, specific information about the physical locations within that setting was omitted from all reports (Goldfinger et al. 2008; Kim et al. 2008; Murrock and Gary 2010; Williams et al. 2013; Yeary et al. 2011 ). All interventions also disclosed groups (vs. individuals) as the configuration of the population of focus (Kim et al. 2008; Murrock and Gary 2010; Williams et al. 2013; Yeary et al. 2011 ) and only one intervention (P-HEAL) revealed that the target group received a pre-intervention orientation (Goldfinger et al. 2008) . However, the content or intent of that orientation was not disclosed.
Treatment dosage was identified within all of the WMIs. It varied from 720 to 1,440 total minutes. Dosages within WORD-8, CSD, WORD-16, FBAS, and P-HEAL were 120 min weekly for 8 weeks; 45 min twice weekly for 8 weeks; 90 min weekly for 16 weeks; 60 min weekly for 12 weeks (followed by a 1 h, monthly, post-core session for 6 months); and eight 90 min sessions over 10 weeks (frequency/amount of time between sessions is unknown), respectively. Assessment of effectiveness revealed that all except one intervention (P-HEAL) were implemented using acceptable or ''good'' research methodology. P-HEAL was based on a less rigorous descriptive pre-/post-test design that represents only a ''fair'' source of evidence for effectiveness (when compared to RCTs and observational studies). Although the FBAS strategy used a robust research methodology (cluster randomized trial) where churches were randomized, treatment group participants were not (Williams et al. 2013) .
In addition, all WMIs (for which data were available) demonstrated statistically significant reductions in body fat, weight, and/or BMI (CSD, WORD-8, WORD-16, and P-HEAL) and waist circumference (WORD-8) (Goldfinger et al. 2008; Kim et al. 2008; Murrock and Gary 2010; Williams et al. 2013; Yeary et al. 2011) . Outcomes of the FBAS are pending (Williams et al. 2013) . Positive outcomes of the programs were realized even in light of barriers that ranged from (1) use of convenience samples, (2) self-report measures, (3) difficulty in self-monitoring to (4) a relatively short 8-week time frame for positive change to occur, (5) delivery by lay persons (versus health professionals), (6) small sample size, and (7) use of generous monetary incentives.
Assessment of appropriateness was conveyed in only one WMI: WORD-16. Yeary et al. (2011) incorporated individual interviews to assess participants' experience and satisfaction with the program and to solicit input for improving it. While respondents in the Goldfinger et al. (2008) intervention (P-HEAL) did complete a post-intervention survey ''so participants could provide feedback about it,'' (p. 3) the specific nature of that feedback was not disclosed in the published report.
Appraisal of feasibility to determine the financial viability of the WMIs revealed costs program expenses that range from $5 (P-HEAL) (Kim et al. 2008 ) to over $31,000 (FBAS) (Williams et al. 2013 ). P-HEAL participants (n = 26) received a relatively nominal monetary incentive for each completed survey (post-intervention questionnaire and unknown number of validated scales used to collect data about various weight management correlates). CSD participants (n = 66) received a ''free'' video of dance routines performed as the central feature of the program (Murrock and Gary 2010) , and the WORD-16 included stipends (unspecified cost) paid to intervention leaders (11 were trained) (Kim et al. 2008) .
The greatest costs disclosed, in the WMI reports, were those required to implement the FBAS: $1,500 for participating churches (n = 20) plus participant (n = 604) incentives that consisted of a $25 gift card for attending week 6 session, $50 gift card for completing week 12 session, $75 gift card at month 12 data collection, and unspecified costs for t-shirt, binder and study handout, pedometer, and door-prizes. Additional FBAS expenses consisted of $200 compensation for each church health advisor (CHA) who managed the treatment group and $100 for advisors who managed control group activities. All CHAs were also compensated $500 at the 12th and $250 at the sixth intervention sessions. The total number of CHAs needed for implementation was not divulged (Williams et al. 2013 ).
Discussion
Faith-based WMIs that target African American women were reviewed for healthy weight loss and/or change in BMI as these programs represent hope for helping to alleviate this group's burden of obesity. The review highlights the need for more comprehensive and specific disclosure about the (1) background of interventionists, (2) description of the intervention's location within the church setting, and (3) nature of any ''pre-intervention'' in which participants engage. Enhanced disclosure, of this information, can aid in subsequent replication of the interventions. The review also reveals the need for interventions to better assess and divulge their appropriateness for participants and feasibility to implement and sustain them. This finding is consistent with one report by Donze and Tercyak (2006) that found ''resource availability'' to be a primary concern in an examination of health behavior interventions for cancer survivors. Donze and Tercyak (2006) admonished that ''Future work should take greater care to ensure that both the interventions themselves and their findings are disseminable'' (p. 175).
Limitation
The review can be used to inform the development and selection of sustainable WMIs that work even in light of the limitation that a relatively small number of interventions (five) were available for appraisal. This limitation might be due to the labor and resource intensiveness of intervention research in comparison with other designs. A larger number of publications may have generated different or a wider breadth of findings.
Conclusion
Thorough and concrete description of WMIs is a prerequisite for their replication, testing, and translation into practice. Program managers should ensure that published reports contain replicable detail about the intervention, interventionist, and target group prior to implementation. Validity of the intervention should be assessed to ensure that it is appropriate for the African American women population targeted and can be financially supported. Attention to these evaluative factors fosters the availability of faith-based WMIs that can help predict obesity/overweight outcomes of persons who use them.
